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SCHOOL EMPLOYEE 2009 H1N1 INFLUENZA VACCINATION CONSENT FORM

SECTION A: CLIENT INFORMATION

Mame {Last, First, Middle} :

Crate of Birth: ) f ! | Age: | Gender: O aF

Shoo!; | Position:

SECTION B: CONTACT INFORMATION

Marne {Last, Firsl, Middla) -

Address: : CliyState: | Zip:

Phone: | Home: Wark: | Cah:

'SECTION C: SCREENING FOR VACCINE ELIGIBILITY

Il you have already been vacginaled with 2008 H1N1 influsnza vaecine, pleasa 1all us the dales of vaccination.

Date racared: maonth day yE&r

Form {pleass cirtle): nasal epray shol

SECTION D: CLIENT HEALTH HISTORY

The tollowing questions witl help us know il you ¢an get the 2008 HiNT influenza vaccing, Fleasze mark ciher Yes o No for each question.
D not leave any question unanswered,

If you answar "HO™ to all 01 tha lollowing questions, you cun probably get the influsnza vaccine. )i you anzwer “YES™ to e or
mora of the foilowing guestions, you may be abla 1a gel the H1M1 vaccine, bul we will contact you 1o discuss your oplicns.

Yoy Hg
1. Have you ever had a serlous allergic reaction to eggs or the anbiohc gertamlcin? a O
2. Have you aver had a serious reaction 1o a previous dose of seasonal By vacsine? ] |
3. Have you ever had Guillain-Barré syndrome (GBS), {8, paralysls) within 6 weeks aller receiving a filu vacging? ] O
4. Do you havae any glher Sericus allargiss thal you know ol ? Please list: o o
8. Are you taking any prescription medication to prevens or treat lu? 2 2
€. Do you have asthma, wheezing, difficulty breathing, or lung dissase? ] a
7. Lo you have a kong-term health problem such as heart diseasge, kidney deeasa, metabolic disease (eg., o o
tfiabates), or bood disorders (e.q., anemla)?
8 Do you have a weakensd immune systerm caused by cancer, cancer Ireatment (e.g., x-rays or drugs), o O
HIV/AIDS, other disorders, or madicine (e.g. steroids) ?
8. Do yu live wilh or have a ¢kose contact with anyone with a savarsly weakenad immune SYSIAM requiring cane g o
in & prolected emvironmeant {such as a hospllalized family member receiving chemotherapy)?
10, Are you 18 years old of younger AND 1aking aspinn ar other asprrin-conlaining therapy 7 a a
11. Have you received an MMR {measlss/mumpsirubellal, varicalla ichickenpox), or the live intranasal seazonal o o
influenza vaccine (LAY within the pas! 4 weeks?
12. Do you have a muscle or nerve disorder (Such as cerebral palsy) that can lead Lo breathing or swallowing
Ch Q
prablems?
13, Are you pregnanl or nurging? [ a

SECTION E: COMSENT FOR VACCINATION

i harve read Ihe 2009 HINT Influenza CDC Vaccinallon Inlormation Statements (VIS]) for the HIMNY influenza shot and for the nasat spray. |
understand the risks and banaefits, and give consenl to the Health Depariment and ifs authorized staff to vaccinate me with this vaccing.

Slgnature of Clieni: Date: ! !

Owver



SECTION F: OFFICE OF PRIVACY AND SECURITY T
Authorzation tor Disciosurs of Protected Health Infarimation

Az the perzon signing this aulhorizelion, | understand that | am glving permissicn to the Yirginia Depafiment of Health (VOH) [o
dizclose parsonal health Infermation ko ihe parsonis) or organizatien{s) Indicated below.

| undgrstand the provision ol treatment canred be conditioned on my signing of this Aulhorization lar Disclosure Section.

Amy healih inlormation re-disclosed by you will no fonger be protected by this autharization.

The eriginal or & copy of lhe authorization shall be includad in my medical recard.

I have the rghl 1o revoke this suthorzation at any lime, excepl 19 the exlent that action has bean taken prior ta my request to

withhald my medica! record. The request must be in writing and wil be edfective upon delivery 1a Ina provider in possession of my
medical reconds,

+ | authorze YOH to disclose my heallh inlarmalicn to my primary care physician.
»  lumdasstand that this recond will e relained 1o ten years afler the last visit or for five years after age 18, whichever comas later,
*  luvndaretand this document will be given to and relalnad by the public health department and will nol be maintained by the schoal.

SECTION G: NOTICE OF DEEMED CONSENT
(Required by §32.1-45.1 of the Code of Yirglnia {1950), 45 amanded)

Il the hgalth care provider or the parson acling ender the Realth care provider's direclion and control is directly axposed 16 my Hood in a way
thal may ransmi disease, | understand that the law requires me 16 give 4 venous blood sample tor further lesls. 1 yndersland thatl the tests In
be performad are tor human immunodaficiency ving (HIV), hepatitis antdfor giher inlectious diseases and Ihat 8 physician or health care
provider will irform me and the exposed provider of the ragidts of tha tast.

1 urkderstiand thai the Virginia Department ol Health will nol release privale medical recorde unless authoelzed above or Io continue care.

Pleass Prinl Your Name Signature Dale

HEALTH DEPARTMENT USE ONLY

Date Dose Iem code | Dose WVaccine Lat Yaccine Administration Site Provider #
Admimisiersd Bumtber Manukciurer | Wumber
{1 or 2%
HINI- MNAS
MIET
HINI- ¥ LA
FED-PC
H1M1- Ea La
FPED-FF
HINI- RA 1.A
IPLUS-
PO
HINI- HA LA
IPLUS-
FF

Comments: {Erter reason i vaceing not admintstersd)

Provider Signature: Date: ! !

10407409



	pg5 001.jpg
	pg5 002.jpg

